dren and adults have been reported to occur more frequently in higher than in lower socioeconomic groups. [1] [2] [3] [4] [5] Little is known about the distribution of health parameters in general and atopic diseases in particular in the different social categories in populations ofthe formerly communist countries of Eastem Europe. Studies performed shortly after the collapse ofthe communist system revealed that prevalence rates for atopic diseases and allergic sensitization in children and young adults in Eastem European countries were substantially lower than those observed in Westem Europe." It has been postulated that factors associated with Western lifestyle may be responsible for the differences in these ethnically similar populations.9"0
The fact that differences in the prevalence of allergic diseases parallel differences in resource distribution within Westem societies and between West and East leads to the speculation that increased access to modem lifestyle might be associated with a rise in allergic disorders. Detecting a similar social gradient for atopy in an Eastern European population would provide additional evidence in favor of this theory.
In the past, East German society was regarded as characterized by a relatively uniform distribution of resources and living conditions. In the German Democratic Republic, as in all former communist countries, income differences between social groups were relatively small. Education and basic health care were equally accessible to all groups in society.
Health prevention programs represented an important aspect of the health care system and were implemented by a network of medical facilities in kindergartens, schools, and places of employment. Immunization programs were highly successful and day care facilities employing well-trained personnel were widely accessible." Nevertheless, in spite of a general lifestyle uniformity, subtle social stratification in former socialist countries existed. This study was designed to determine whether the occurrence of atopic disorders in schoolchildren in the former East Germany was related to parental social class.
Subjects and Methods

Study Population
The cross-sectional health survey was conducted in 1992 and 1993 in 3 communities of the state of Sachsen-Anhalt. All eligible schoolchildren in Hettstedt and Zerbst were invited to participate. One third ofthe schools from each administrative subdistrict of the Bitterfeld area were arbitrarily selected to represent the total regional area of Bitterfeld. All eligible children in those selected schools were included in the study. There were 2932 target subjects; questionnaires were distributed to distributions by social class are presented in Table 1 . There are no statistically significant differences in age and sex distribution between the 3 social classes. The study protocol was evaluated and approved by the responsible ethics committee, and informed consent was obtained from the children's parents.
Social Categories
The children were allocated to 3 social classes on the basis of questionnaire information on parent's education. The 
Results
Lifetime prevalence rates for most of the atopic diseases and characteristic symptoms reported by the parents were highest in children from families with the highest level ofparental education (social class Ill) and lowest in children from families with the lowest level of parental education (social class I). In children from social class II, prevalence rates were consistently at an intermediate level (Table 2 ).
In the physical examination, atopic dermatitis (eczema) was diagnosed in 2.0% of the children classified as belonging to (Table 2) . To assess the influence of total serum IgE on the relationship between social class and allergic sensitization, the subjects were stratified into a group with IgE levels above or equal to 140 IU/mL (80th percentile of the entire population) and a group whose IgE levels were below this cutoff point. Although children with high total serum IgE levels presented higher rates of allergic sensitization than children in the low IgE group, the effect of social class on allergic sensitization was evident in both strata (Figure 1) .
The distribution of health-relevant factors and lifestyle characteristics among subjects in the 3 social classes is presented in Table 3 . These factors were assessed to elucidate living conditions that may explain the observed differences in health outcomes between the social classes.
The influence of potentially confounding covariates on the association between allergic sensitization (dependent variable) and social class (explanatory independent variable) and the existence of interaction were analyzed for 1938 study subjects with complete data for the relevant variables. Children in social classes II and HI were compared with participants in social class I, which served as the reference group.
The unadjusted odds ratio for allergic sensitization comparing social class HI with class I was 2.1, while the odds ratio comparing class H with class I was 2.0 ( aThe social level of a family was defined by the highest school grade completed by either the mother or the father of the study subject.
Families with parental education of less than 10 grades were defined as belonging to social class l; 10 grades, class II; more than 10 grades, class ll.
bPhysician-diagnosed diseases as reported by parents.
cPerceived by parents.
dThis value represented the 80th percentile of the entire population. the bivariate model increased the odds ratios by 25% and 33%, respectively. Concomitant adjustment for all the other covariates in the final multivariate model influenced the magnitude ofthe association between allergic sensitization and social class and produced odds ratios that were 16% and 25% lower than the ones found in the bivariate model containing IgE as the only covariate, but which were comparable to the unadjusted odds ratios.
Discussion
The present study is to our knowledge the first to investigate in detail the social distribution of atopic disorders in a formerly socialist countty. Atopic diseases as reported by parents, physician-diagnosed atopic dermatitis (eczema), and allergic sensitization all showed a linear increase with the social gradient.
The data confirmed the assumption that, in spite of a relatively uniform distribution of resources, social inequalities in the former socialist societies of Eastem Europe existed and that these inequalities were reflected in differences in health outcomes.
Since the lifetime occurrence of atopic diseases and symptoms in study subjects was assessed by self-administered parental questionnaires, interpretation ofthe data should take into account the pitfalls encountered in using this retrospective ascertainment method. Perception of child's symptoms, use of health facilities, and recollection of diagnoses may depend on the parent's educational level, and this may have biased the results. Social differences in the symptom and disease reporting of parents were paralleled by results obtained by objective ascertainment methods such as dermatologic examination and skin-pnck tests; we assume, therefore, that parental information was most likely reliable, even though recall and reporting bias cannot be ruled out completely. Furthermore, our findings generally agree with the results obtained in studies performed in Westem industrialized countries, which also detected higher prevalence rates of atopic disorders in higher social groups.'2516-8l
Given the ubiquitous presence of the outdoor and indoor allergens tested and their allergenic potential, it appears unlikely that allergic sensitization to 1 or more allergens that were not tested might have occurred exclusively in one social group, biasing the study results.
The association between social class and allergic sensitization persisted after adjustment for several potentially confounding variables. Despite aThe social level of a family was defined by the highest school grade completed by either the mother or the father of the study subject.
Families with parental education of less than 10 grades were defined as belonging to social class l; 10 grades, class II; more than 10 grades, class Ill.
bX2 test of independence. aThe social level of a family was defined by the highest school grade completed by either the mother or the father of the study subject. Families with parental education of less than 10 grades were defined as belonging to social class l; 10 grades, class II; more than 10 grades, class Ill.
